XTRADURAL hemorrhage in the posterior fossa has become recognized more widely and treated more frequently during the past decade. This is shown by a review of case reports in the literature (Table 1).
Coleman and Thomson, s in 1941, reported a patient with an extradural hematoma of the posterior fossa who survived operation and they believed this to be the first reported case of survival.
In a recent report of 125 cases of extradural hematoma by McKissock et al., 2~ it is noted that extradural hemorrhage of the posterior fossa occurred in 5 (4 per cent). Hooper 18 reported on 83 patients with extradural hemorrhage; 9 had a posterior-fossa extradural hematoma and, of these, 4 died.
Extradural hemorrhage in the posterior fossa, secondary to trauma, presents variable clinical signs and symptoms. Neurological signs and symptoms and roentgenray evidence of fracture may localize the abnormality to this region; however, at times concomitant surgical lesions elsewhere, resulting from the same trauma, may exist and go unrecognized.
An analysis of the reported cases of extradural hemorrhage of the posterior fossa shows the finding of a posterior-fossa hematoma may give a false impression of adequate surgical treatment when a supratentorial lesion still exists and vice versa.
The present report adds to the literature *Present address: 230 N. 5th Street. Reading, Pennsylvania.
another case of successfully treated epidural hematoma of the posterior fossa in which there also existed a supratentorial subdural hematoma. The cases of epidural hemorrhage of the posterior fossa reported in the literature are summarized in Table 1 , with emphasis on those in which there were concomitant surgical supratentorial lesions.
CASE REPORT
History. The patient was a 34-year-old LatinAmerican male, who came to the emergency room of William Beaumont General Hospital April 8, 1960, complaining of headache and vomiting. Six days previously he had fallen down several steps, while intoxicated, striking the occiput, and he was unconscious for 10 minutes. He had been seen by a local civilian physician and treated symptomatically for occipital headaches. The day following the injury, vomiting began and became progressively more frequent as did the headache. On further questioning, he related that he had been a little unsteady on his feet since the 2nd day following the injury.
Examination. He was a well developed, alert, oriented male in no apparent distress. Blood pressure was 130/70, pulse rate 60, respiratory rate 18 and temperature 97.4~ There was a small, healing laceration over the right occipital area. Cranial nerves were intact except for early bilateral papilledema, more marked on the right. Sensation was normal. Deep tendon reflexes were slightly hyperactive (3-4T) in the arms and legs bilaterally but Hoffmann's and Babinski's signs were absent. Cerebetlar tests of the arms gave normal findings. He had slight ataxia when walking but nothing lateralizing. Diagnosis was chronic subdural hematoma of the posterior fossa. Roentgenograms of the skull showed a fine, linear, nondepressed fracture of the right occipital bone (Fig. 1) . Ventriculography was done, 24 hours following admission, by making a small 
